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Objective: The objective of this study is to investigate to what extent psychiatric history affects preabortion decision difficulty, experienced
burden, and postabortion emotions and coping. Women with and without a history of mental disorders might respond differently to unwanted
pregnancy and subsequent abortion.
Study design: Women who had an abortion (n=325) were classified as either with or without a history of mental disorders, using the Composite
International Diagnostic Interview version 3.0. The two groups were compared on preabortion doubt, postabortion decision uncertainty,
experienced pressure, experienced burden of unwanted pregnancy and abortion, and postabortion emotions, self-efficacy and coping. The study
was conducted in the Netherlands. Data were collected using structured face-to-face interviews and analyzed with regression analyses.
Results: Compared to women without prior mental disorders, women with a psychiatric history were more likely to report higher levels of doubt
[odds ratio (OR)=2.30; confidence interval (CI)=1.29–4.09], more burden of the pregnancy (OR=2.23; CI=1.34–3.70) and the abortion (OR=1.93;
CI=1.12–3.34) andmore negative postabortion emotions (β=.16; CI=.05–.28). They also scored lower on abortion-specific self-efficacy (β=−.11;
CI=−.22 to .00) and higher on emotion-oriented (β=.22; .11–.33) and avoidance-oriented coping (β=.12; CI=.01–.24). The two groups did not
differ significantly in terms of experienced pressure, decision uncertainty and positive postabortion emotions.
Conclusions: Psychiatric history strongly affects women's pre- and postabortion experiences. Women with a history of mental disorders
experience a more stressful pre- and postabortion period in terms of preabortion doubt, burden of pregnancy and abortion, and postabortion
emotions, self-efficacy and coping.
Implications: Negative abortion experiences may, at least partially, stem from prior or underlying mental health problems.
© 2015 Elsevier Inc. All rights reserved.Keywords: Abortion; Mental health; Doubt; Emotions; Coping; Self-efficacy1. Introduction
Research consistently has shown that abortion experi-
ences are highly variable, individualized and often charac-
terized by both positive and negative feelings [1–3]. For
some women, having an abortion is moderately stressful,
and for others it is perceived as a severely stressful life
event [4,5]. Stress-vulnerability models assert that patho-
genic effects of stressors are more pronounced in more⁎ Corresponding author at: P.O. Box 80.140, 3508TC, Utrecht, the
Netherlands. Tel.: +31-30-2531-873.
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0010-7824/© 2015 Elsevier Inc. All rights reserved.vulnerable persons [6,7]; psychiatric history is considered
a vulnerability factor of major importance. The objective
of this study is to investigate to what extent psychiatric
history affects how women experience the period around
the abortion, in terms of preabortion decision difficulty,
experienced burden of pregnancy and abortion, and
postabortion emotions, self-efficacy and coping.
Research into preabortion psychiatric history is scarce
and inconsistent. Studies assessing preabortion history
of specific disorders, such as posttraumatic stress [8], de-
pression [4,9,10] or anxiety [11], show variable prevalence
rates of preabortion symptoms, and their conclusions are
limited to specific disorders only. A few abortion studies
have measured a wide range of disorders, using the Composite
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in most of these studies [12,13,15,16], abortion was based
on retrospective self-report only, which is methodological-
ly problematic, especially in the case of large time intervals
between waves [17]. In our psychiatric epidemiology study
[14], the date of abortion could be determined, and the
abortion-to-interview interval was equally short for all
participants. Results revealed that women who had an
abortion were three times more likely to report a preabor-
tion psychiatric history than women who did not have
an abortion [14]. Preabortion psychiatric history should
therefore be taken into account when investigating
postabortion mental health.
It is relevant to find out whether women with and without
preabortion mental disorders (MDs) respond differently to
an event like unwanted pregnancy and subsequent abortion,
as this might influence future mental health. For example,
research has shown that women who experienced doubt
during abortion decision making, or felt pressure to have the
abortion, had poorer mental health outcomes postabortion
[1,18,19]. Abortion experience variables might also mediate
or moderate any possible effects of preabortion mental
health on postabortion mental health. A study showed that
abortion-specific self-efficacy partly mediated the relation-
ship between pre- and postabortion depression [20].
Depression and anxiety may also be reciprocally related to
avoidance coping [21]. Even though most reviews conclude
that abortion itself does not predict MDs [17,19,22], women
with a history of MDs might experience more stress around
the abortion, which in turn might increase the likelihood or
timing of recurrence of the disorder; in particular when prior
mental health problems are associated with increased
levels of stress. Therefore these variables should be taken
into account when looking at links between mental health
and abortion.
In the current study, we use the first wave of a cohort
study (the Dutch Abortion and Mental Health Study;
DAMHS) to compare women with and without a history of
MDs. The main research question is: Do women with a
history of MDs experience a more stressful period before
and after an abortion than women without this history?
The outcomes examined include preabortion doubt,
decision uncertainty, experienced pressure, experienced
burden (of pregnancy and abortion) and postabortion
emotions, self-efficacy and coping. An exploratory sub-
question is whether there are differences between types
of disorder histories. Internalizing disorders, such as
depression and anxiety disorders, have traditionally been
related to abortion [9–11]. However, there are also in-
dications that externalizing disorders, such as conduct
disorder or alcohol abuse, might predispose for unwanted
pregnancy [23,24]. We wanted to investigate whether
these two types of disorder histories, as well as a comorbid
internalizing and externalizing disorder history, are dif-
ferentially related to various aspects of pre- and postabor-
tion variables.2. Material and methods
2.1. Participants and procedure
Participants were recruited by clinical staff in specialized
abortion clinics. In the Netherlands, the majority of abortions
are performed in these clinics. Eight out of the sixteen
existing Dutch clinics were selected in order to attain a good
balance on the basis of geographical location and clinic size,
but one clinic could not participate due to reorganization at
the time of the study. Shortly after the abortion procedure,
staff members would ask the women to read the research
flyer, complete a reply card and deposit it in a locked
mailbox. Women wrote either their contact details on one
side of this reply card in case they wished to be contacted for
informed consent and the interview, or they completed a
short nonresponse form on the other side in case they refused
participation. The study enrolled Dutch-speaking women
from 18 to 46 years, requesting an abortion (medical or
aspiration, up to 24 weeks) for an unwanted pregnancy
without clear fetal or maternal medical indications. In three
clinics recruitment was limited to predetermined days when
enough staff was available; in the other four clinics all
eligible women were approached. We also collected
demographic data and reasons for nonresponse from 1366
women who refused participation at recruitment, and another
158 women who were willing but did not participate, in order
to do a response analysis.
Between April 2010 and January 2011, 10 professionally
trained female interviewers interviewed the participants
face-to-face 20 to 40 days after the abortion. The entire
interview was laptop assisted and lasted on average 2.5 h.
Oral and written informed consent was obtained at the time
of the interview. The women received a gift card of €50 for
their participation. The study was approved by a local
medical ethics committee of the Central Committee on
Research involving Human Subjects.
2.2. Psychiatric history
Presence of lifetime DSM-IV (Diagnostic and Statistical
Manual of Mental Disorders, fourth edition) disorders was
assessed with the CIDI version 3.0, which was developed in
the World Mental Health Survey Initiative [25] of the World
Health Organization. The CIDI 3.0 can be administered by
trained lay-interviewers. Using a fully structured and
extensive questioning procedure, CIDI 3.0 assesses all
diagnostic criteria and symptoms required to determine
presence of a variety of common MDs. The CIDI 3.0 was
first produced in English and underwent a rigorous process
of adaptation in order to obtain a conceptually and cross-
culturally comparable version in Dutch [26,27]. Clinical
calibration studies in over 30 countries found that the CIDI
3.0 assesses various anxiety, mood and substance use
disorders with generally good validity in comparison to
blinded clinical reappraisal with Structured Clinical Inter-
views for DSM-IV [28]. Included internalizing disorders
248 J. van Ditzhuijzen et al. / Contraception 92 (2015) 246–253were mood disorders (major depression, dysthymia, bipolar
disorder) and anxiety disorders (panic disorder, agoraphobia,
social phobia, specific phobia, generalized anxiety disorder).
Externalizing disorders were childhood impulse control
disorders (attention deficit hyperactivity disorder, conduct
disorder, oppositional defiant disorder), substance use
disorders (alcohol/drug abuse and dependence) and antiso-
cial personality disorder. Childhood impulse control disor-
ders were limited to respondents aged 18–44 because of
concerns about recall bias in older respondents [29]. Based
on lifetime occurrence of any MD, two groups were created:
(a) women with a history of any MD and (b) women without
this history (predictor variable). When a lifetime disorder had
started shorter than a year before the interview, it was not
included, in order to assure that disorders were not related to
the current abortion.
2.3. Abortion decision difficulty
The items preabortion doubt (“To what extent did you
have doubts regarding the abortion?”) and experienced
pressure [“To what extent did you experience pressure of
others (e.g., partner, family) to have an abortion?”] were
measured with a 5-point scale (from not at all to to very
large extent, middle category moderate). The reverse-scored
item postabortion decision uncertainty (“To what extent do
you stand by your abortion decision?”) was also measured
with a 5-point scale (from I don’t stand by it at all to I
completely stand by it, middle category neutral). Because
women who experience difficulties were of particular
concern, we dichotomized both doubt and decision uncer-
tainty into low=0 (including the middle category) and high=
1. For experienced pressurewe included the middle category
moderate in the high=1 group, because most women did not
experience any pressure.
2.4. Experienced burden
The first item focused on the abortion treatment itself
(“Looking back at the abortion, to what extent did you find the
abortion treatment itself— not the unintended pregnancy—
emotionally burdensome?”) and the second item on the
unintended pregnancy (“And to what extent did you find the
unintended pregnancy emotionally burdensome?”). Dichoto-
mization of answer categories was the same as for doubt.
2.5. Postabortion emotions
The six emotions measured were feelings of relief, guilt,
emptiness, closure, mourning/loss, and pride (“proud of
myself that I could do it”). We presented these in the form of
statements, for example, “After the abortion, I felt relieved”,
with a 5-point scale ranging from disagree a lot to agree a
lot. Because women can experience both positive and
negative emotions after an abortion [3,5], we created two
emotion scales. The positive emotion scale originally
consisted of the items relief, closure and pride (α=.64), but
we removed the item “pride” which increased the reliability(α=.72). The negative emotion scale (α=.80) consisted of
the emotions guilt, emptiness and mourning/loss.
2.6. Postabortion self-efficacy and coping
The four-item scale on postabortion self-efficacy was
adopted from Major et al. [30]. Items were translated into
Dutch and slightly adapted, since they were assessed after
the abortion and not before. Women rated the extent to
which they were able to “think about children or babies
comfortably”, “spend time around children or babies
comfortably”, “have physical intimacy” and “watch TV
shows or read articles about abortion” (α=.78). Responses
were measured on a scale ranging from 1 (not at all) to 5
(very well). Postabortion coping was measured by two
coping scales of the Dutch shortened version of the Coping
Inventory for Stressful Situations, the CISS-21 [31,32].
Following others [30], we excluded the problem-oriented
coping items scale because strategies such as “taking
corrective action immediately” seemed not conceptually
relevant after an abortion. We adapted the instruction so that
it would measure postabortion coping specifically and not
general coping style: “[…] Please indicate to which extent
you reacted this way after you had the abortion.” Seven
items measured emotion-oriented coping style (α=.79), for
example, “blame myself for having gotten into this
situation”; and seven other items measured avoidance-
oriented coping style (α=.76) for example, “take some time
off and get away from the situation.”
2.7. Covariates
We measured age, living situation (living together with a
partner, living apart together, or no partner), relationship
with progenitor (stable or unstable), having children (yes or
no), western or nonwestern ethnicity [based on the definition
of Statistics Netherlands: nonwestern=respondent or at least
one parent of the respondent was born in Morocco, Turkey,
Surinam, the Dutch Antilles, Africa, Asia (excl. Japan/
Indonesia) or Latin-America; western=other], employment
situation (paid job or not), household income (low versus
medium or high), education level (primary/lower secondary,
higher secondary or higher professional education), urbani-
city of residence (urban versus rural), mean gestational age
(range=2–21 weeks) and prior abortions (yes or no).
2.8. Statistical analysis
First, a response analysis was conducted, in which
sociodemographics and abortion history of the interviewed
DAMHS sample were compared to (a) women in the non-
response group who could not or did not want to participate
and (b) the full population of women treated in two abortion
clinics during the recruitment period. Second, means and
proportions of all outcome and covariate measures were
calculated in order to describe the sample population. We also
checked whether there were differences in prevalence rates
between recruitment sites, using the chi-squared test. Third, we
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covariate to unadjusted regression analyses (predictor: psy-
chiatric history) would change the regression coefficient by at
least 10% for one or more of the outcome measures, it was
selected as a covariate in our main regression analyses. Based
on this, four covariates were selected for adjustment: age,
living situation, children and household income. Fourth,
logistic and linear regression analyses were performed for the
outcome variables, adjusting for the selected covariates. The
analyses were repeated for three mutually exclusive subgroups
of MDs: internalizing disorders only, externalizing disorders
only and comorbid internalizing and externalizing disorders.
Testing was two sided and statistical significance was
considered to be pb0.05. Statistical analyses were performed
using SPSS 22.3. Results
Out of the 1077 women willing to be contacted, we
attempted to contact a random selection of 919. Of these, 381
were not reachable, 120 could not make an appointment within
the (rather narrow) time window for interviewing, 38 women
did not show up at the interview, another 38 refused on
reconsideration and 10 women were omitted after a second
check on eligibility. Three hundred thirty-two women were
interviewed. Seven interviews could not be completed, leaving
325 participants for analysis.
The response analysis showed that women in the
interviewed sample were significantly older and less often
of nonwestern origin than the women in the nonresponse
group (n=1485). Compared to the total population of Dutch
women treated in two abortion clinics during the recruitment
period, they were also more often living together, slightly
higher educated and less often had had abortions before.
Participant flow and response analysis results are described
more extensively elsewhere [14].
Of the 325 respondents, 222 had had any lifetime MD. Of
these, 106 reported internalizing disorders only, 30 reported
externalizing disorders only and 86 both internalizing and
externalizing disorders. In Table 1, descriptives of the outcome
measures, sociodemographics and abortion-related variables
are displayed for women with and without a history of MDs.
Women with and without a psychiatric history did not differ in
terms of gestational age (F(1, 323)=.10, p=.76), see Fig. 1.
There were no differences in prevalence rates between the
seven recruitment sites (chi-square (6)=6.64; p=.36).
A significantly larger proportion reported severe preabor-
tion doubts in the psychiatric history group (37.8%) than in the
no-psychiatric-history group (20.4%). Results of logistic
regression analyses are displayed in Table 2. After adjustment
for confounding, the odds to have experienced doubt to large
or very large extent were over two times greater for women
with a psychiatric history than for women without this history
[odds ratio (OR)=2.30; confidence interval (CI)=1.29–4.09;
p=.006]. Exploratory analysis revealed that this finding wasstrongest for women with a history of both internalizing and
externalizing disorders (OR=2.88; CI=1.47–5.63; p=.002).
There were no significant differences between the two groups
with regard to decision uncertainty. Although women with a
psychiatric history more often had experienced pressure from
others to have the abortion (17.6%) than women without this
history (8.7%), statistical testing revealed that these differences
were not significant anymore after adjustment for confound-
ing. Women in the psychiatric history group more often
experienced the unintended pregnancy as burdensome
(70.1%) than women in the no-psychiatric-history group
(52.9%); after covariate adjustment the odds to have
experienced the pregnancy as burdensome were over two
times greater for women in the psychiatric history group than
for women in the no-psychiatric-history group (OR=2.23; CI=
1.34–3.70; p=.002). Women with a psychiatric history also
more often experienced the abortion treatment as burdensome
(40.3%) than women in the no-psychiatric-history group
(26.2%); after adjustment the odds were almost two times
greater for the psychiatric history group (OR=1.93; CI=1.12–
3.34; p=.02). In both cases, these results only held for
respondents with internalizing disorders only or comorbid
internalizing and externalizing disorders.
Results of linear regression analyses are displayed in
Table 3. Psychiatric history was significantly associated
with negative postabortion emotions (β=.16; CI=.05–.28;
p=.004), and this was predominant in women with
internalizing disorders only. Psychiatric history was
unrelated to positive emotions. Women with a psychiatric
history scored lower on self-efficacy than women without
this history (β=−.11; CI=−.22 to − .00; p=.04), and the betas
for the subgroups internalizing disorders and comorbid
disorders were comparable to this. Psychiatric history was
also associated with the use of both emotion-oriented
coping (β=.22; CI=.11–.33; pb.001) and avoidance-
oriented coping (β=.12; CI=.01–.24; p=.03). For emotion-
oriented coping, the pattern of results more or less held for
all subgroups, but for avoidance-oriented coping the results
only held for the comorbid group.4. Discussion
This study shows that women with a history of MDs in
general experience the unintended pregnancy and the abortion
asmore burdensome; they experiencemore preabortion doubts
and postabortion negative emotions, report lower postabortion
self-efficacy and use more emotion-oriented and avoidance-
oriented coping strategies than women without this history. Our
results indicate that psychiatric history strongly affects how
women experience the period before and after the abortion.
Doubt or ambivalence in the abortion decision process is
common, but most women feel they are making the right
decision [3,5]. In line with this, we also found that most women
stood behind their decision; even when preabortion doubt was
high. Decision uncertainty was low in general and not affected
Table 1
Description of the Dutch Abortion and Mental Health Study (DAMHS) sample.
No history of MDa (n=103) History of any MD (n=222) Total abortion sample (n=325)
Outcome measures
Decision difficulty [n (%)]
Doubt (to large or very large extent) 21 (20.4) 84 (37.8) 105 (32.3)⁎⁎
Decision uncertainty (to large or very large extent) 8 (7.8) 23 (10.5) 31 (9.6)
Experienced pressure (to moderate, large or very large extent) 9 (8.7) 39 (17.6) 48 (14.8)⁎
Experienced burden [n (%)]
Of the unintended pregnancy (to large or very large extent) 54 (52.9) 155 (70.1) 209 (64.7)⁎
Of the abortion treatment (to large or very large extent) 27 (26.2) 89 (40.3) 116 (35.8)⁎
Postabortion emotions [mean (SDb)]
Positive emotions scalec (2 items, range=2–10) 7.66 (2.05) 7.32 (2.24) 7.43 (2.18)
Negative emotions scaled (3 items, range=3–15) 7.73 (3.31) 8.90 (3.42) 8.53 (3.42)⁎⁎
Abortion-specific self-efficacy and coping [mean (SD)]
Self-efficacye (range=1–5) 3.60 (.98) 3.28 (1.00) 3.38 (1.00)⁎⁎
Emotion-oriented coping scale (7 items, range=7–35) 13.73 (5.35) 16.97 (6.61) 15.94 (6.41)⁎⁎⁎
Avoidance-oriented coping scale (7 items, range=7–35) 16.76 (6.88) 19.43 (6.83) 18.58 (6.95)⁎⁎
Sociodemographics and abortion-related variables
Age [mean (SD)] 31.49 (8.44) 29.03 (7.15) 29.81 (7.66)⁎⁎
Living situation [n (%)]
With partner 62 (60.2) 84 (37.8) 146 (44.9)⁎⁎⁎
Living apart together 32 (31.1) 100 (45.0) 132 (40.6)⁎
No partner (single) 9 (8.7) 38 (17.1) 47 (14.5)⁎
Unstable relationship with progenitor [n (%)] 12 (11.7) 48 (21.6) 60 (18.5)⁎
One or more children [n (%)] 67 (65.0) 108 (48.6) 175 (53.8)⁎⁎
Non-western ethnicity [n (%)] 19 (18.4) 50 (22.5) 69 (21.2)
Unemployed [n (%)] 31 (30.1) 64 (28.8) 95 (29.2)
Low household income [n (%)] 33 (34.7) 114 (51.8) 147 (46.7)⁎⁎
Education Level [n (%)]
Primary/lower secondary education 21 (20.4) 47 (21.2) 68 (20.9)
Higher secondary education 35 (34.0) 88 (39.6) 123 (37.8)
Higher professional education 47 (45.6) 87 (39.2) 134 (41.2)
Urban (not rural) residency [n (%)] 87 (84.5) 197 (88.7) 284 (87.4)
Gestational agef [mean (SD)] 7.68 (3.09) 7.79 (3.03) 7.76 (3.05)
Second trimester pregnancy terminations [n (%)] 7 (6.8) 17 (7.7) 24 (7.4)
One or more prior abortions [n (%)] 33 (32.0) 53 (23.9) 86 (26.5)
Note. Means and proportions were compared using the F-test and the chi-squared test, respectively.
a MD=as measured by the CIDI 3.0 (present if onset of MD was more than 12 months ago).
b SD=standard deviation.
c 2 positive emotion items: “relief” and “closure.”
d 3 negative emotion items: “guilt,” “emptiness” and “mourning/loss.”
e Self-efficacy items: “think about babies,” “spend time around babies,” “physical intimacy” and “exposure to abortion in media.” Scale mean calculated
when at least 3 out of 4 items were nonmissing.
f Number of weeks from the first day of the last menstrual cycle to the date of abortion.
⁎ pb.05.
⁎⁎ pb.01.
⁎⁎⁎ pb.001.
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women with previous MDs. Experienced pressure of partner
and/or family members has been found to be a predictor of
postabortion distress [18,19]; however, in our samplewe did not
find any significant group differences for experienced pressure
after we controlled for confounders. This could be due to low
levels of experienced pressure in both groups. Earlier studies
showed that most women experience relief after an abortion,
irrespective of the presence of other emotions [3,5]. Because our
positive emotion scalewas largely based on the emotion “relief,”
and all women scored at the high end of the scale, it comes as no
surprise that we found no significant group differences
regarding positive emotions. As for coping, it seems fittingthat the psychiatric history group shows more emotion- and
avoidance-oriented coping because they experience more
burden and negative emotions, which might need to be
“regulated.” Theory and research also suggests that intense
reactions to stressful events prompt more frequent use of a wide
range of coping responses [34].
Results for doubt and avoidance-oriented coping were
strongest for the group with comorbid internalizing and
externalizing disorders. The most vulnerable group in terms
of psychiatric history experiences doubt the strongest,
perhaps it is most adaptive for this group to use avoidance
coping to deal with the irreversible abortion afterwards.
Experienced burden and emotion-oriented coping were
Fig. 1. Gestational age (pregnancy duration) in number of weeks from the
first day of the last menstrual cycle to the date of abortion, for participants
with (n=222, green) and without (n=103, blue) a history of MDs.
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disorders group. Negative postabortion emotions were stron-
gest among women with internalizing disorders only. Because
negative emotions are a core characteristic of internalizing
disorders, such as depression [35], it could be expected to see
them more often among women with internalizing disorders.
This study has several limitations. First, the response rate
was relatively low. Yet, the sample was only slightly selective
compared to the abortion clinic population. The abortion clinic
population is younger, more often single, lower educated andTable 2
ORsa (and 95% CIs) from logistic regression analyses for abortion decision diffi
pregnancy, with predictor psychiatric history and type of psychiatric history.
Abortion decision difficulty
Doubt Decision uncertainty
n OR (95% CI) p OR (95% CI) p
Psychiatric history
No MDb 103 ref ref
Any MD 222 2.30 (1.29 to 4.09) .006 1.50 (.60 to 3.76) .38
Type of psychiatric history
No MD 103 ref ref
Intc MD only 106 1.66 (.87 to 3.18) .13 1.46 (.53 to 4.05) .47
Extd MD only 30 2.13 (.82 to 5.07) .13 1.42 (.32 to 6.29) .64
Comorbid int+ext MD 86 2.88 (1.47 to 5.63) .002 1.53 (.51 to 4.57) .45
a ORs are adjusted for covariates age, living situation, children and household
b MD=as measured by the CIDI 3.0 (present if onset of MD was more than 1
c Internalizing disorders were mood disorders (major depression, dysthymia,
phobia, specific phobia, generalized anxiety disorder).
d Externalizing disorders were substance use disorders (alcohol/drug abuse
hyperactivity disorder, conduct disorder, oppositional defiant disorder) and antisoof nonwestern origin than our sample [14]. These character-
istics are usually associated with a higher prevalence of MDs
[36]. Therefore, if any bias would have occurred, our results
are most likely to be conservative. Second, the group of
women with externalizing disorders only was relatively small,
which might have resulted in the absence of significant results
in this group. Third, our measures were often one-single items
or short versions of questionnaires. To do justice to the rich
variety of experiences and complexity of the decision process,
qualitative methods can be highly informative.
Despite these limitations, our study is strong because it
combines the results of a highly reliable and valid diagnostic
instrument, the CIDI 3.0, with pre- and postabortion
experience variables. Our findings indicate that psychiatric
history is highly relevant for pre- and postabortion experi-
ences. Therefore, when investigating mental health conse-
quences of abortion, preabortionmental health should be taken
into account. From our results, we do not knowwhether amore
difficult abortion decision process and a more stressful
postabortion experience have long-term mental health conse-
quences. Nevertheless, when women show a particularly
difficult decision process or extremely negative responses
postabortion, this might alert abortion clinicians to possible
underlying psychiatric problems, unrelated to the abortion.
Women with a psychiatric history might also benefit from
extra support, in order to alleviate stress around the abortion.
However, our results do not imply that this specific group
would need or benefit from a mental health intervention. First
of all, the lifetime disorders might not be present anymore at
the time of abortion, and second, need for treatment of
psychiatric disorders is a highly complex issue which cannot
be based on diagnosis only [37].culty and experienced burden of the abortion treatment and the unintended
Experienced burden
Experienced pressure Unintended pregnancy
burden
Abortion treatment
burden
OR (95% CI) p OR (95% CI) p OR (95% CI) p
ref ref ref
2.02 (.92 to 4.43) .08 2.23 (1.34 to 3.70) .002 1.93 (1.12 to 3.34) .02
ref ref ref
2.15 (.86 to 5.39) .10 2.16 (1.20 to 3.89) .01 1.92 (1.03 to 3.48) .04
2.92 (.93 to 9.18) .07 .87 (.37 to 2.02) .74 1.78 (.73 to 4.32) .20
2.41 (.96 to 6.01) .06 2.86 (1.47 to 5.56) .002 1.99 (1.02 to 3.76) .04
income.
2 months ago).
bipolar disorder) and anxiety disorders (panic disorder, agoraphobia, social
and dependence), childhood impulse control disorders (attention deficit
cial personality disorder.
Table 3
Standardized beta'sa (and 95% CIs) from linear regression analyses for postabortion emotions and postabortion self-efficacy and coping with predictor
psychiatric history and type of psychiatric history.
Postabortion emotions Postabortion self-efficacy and coping
Positive emotions Negative emotions Postabortion
self-efficacy
Emotion-oriented
coping
Avoidance-oriented
coping
n Beta (95% CI) p Beta(95% CI) p Beta (95% CI) p Beta (95% CI) p Beta (95% CI) p
Psychiatric history
No MDb 103 ref ref ref ref ref
Any MD 222 − .04 (− .15 to .07) .48 .16 (.05 to .28) .004 − .11 (− .22 to .00) .04 .22 (.11 to .33) b .001 .12 (.01 to .24) .03
Type of psychiatric history
No MD 103 ref ref ref ref ref
Intc MD only 106 − .05 (− .18 to .09) .49 .20 (.06 to .33) .004 − .12 (− .25 to .01) .07 .24 (.11 to .37) b .001 .11 (− .02 to .24) .10
Extd MD only 30 − .10 (− .22 to .03) .12 .08 (− .04 to .20) .19 − .05 (− .17 to .07) .44 .12 (.00 to .24) .05 .08 (− .04 to .20) .20
Comorbid int+ext MD 86 .05 (− .09 to .18) .48 .13 (− .01 to .26) .06 − .12 (− .25 to .01) .08 .19 (.06 to .32) .004 .18 (.05 to .31) .007
a Beta's are adjusted for covariates age, living situation, children and household income.
b MD=as measured by the CIDI 3.0 (present if onset of MD was more than 12 months ago).
c Internalizing disorders were mood disorders (major depression, dysthymia, bipolar disorder) and anxiety disorders (panic disorder, agoraphobia, social
phobia, specific phobia, generalized anxiety disorder).
d Externalizing disorders were substance use disorders (alcohol/drug abuse and dependence), childhood impulse control disorders (attention deficit
hyperactivity disorder, conduct disorder, oppositional defiant disorder) and antisocial personality disorder.
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